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CHAPTER I
INTRODUCTION
The number of applications to the Veterans Administra-
tion Mental Hygiene Clinic is increasing daily; and plans to
meet their requests need to be formulated to a degree that
the most efficient and operative plan is in effect. This
necessarily implies a need to know the factors that are in-
volved in the applications. One of the types which present
concern is the returnees, i.e., patients who have previously
applied to the clinic for treatment, have received a minimum
or maximum of benefits from the limited goals which have been
achieved, have been closed to the clinic, and have again ap-
plied to the agency for treatment, A knowledge of the type
of problem which they present is necessary in order to insure
that the above objective is attained. It is for this reason,
this study has been made*
Methodology
Purpose of the Study
It was to study the factors of an internal and external
nature which lead to a veteran’s need to return for further
treatment after termination of a previous contact. This must
necessarily consider the agency's diagnostic impression as
well as the treatment recommended, A corollary interest also
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involved is the reasons for closing at the previous contact
and the patient's adjustment at this time.
1. What were the problems first presented
by the patient?
A. Did he request medication or treat-
ment by a doctor or social worker?
B. Did he recognize a physical or an
emotional element related to family,
job, or other disturbances as pre-
cipitating his illness?
C. What did the agency see as his prob-
lem?
3.
How did the patient and the agency look
at his problem on his return?
3. Were there any differences between the
patient's and the agency's viewpoints?
4. What were the new precipitating factors?
i.e. family quarrels, job disturbances,
physical disease, a new emotional dis-
turbance?
5. What factors need to be considered in
those patients who are returnees?
Scope of the Study
The study was centered on a review and analysis of the
above-mentioned factors as seen by the social worker and the
doctor at the point of the initial intake as well as in re-
applications. It included review of the treatment received
by the patient only as a prelude to review of the factors in-
volved on his return. This introduced some evaluation of the
treatment offered in terms of what factors should have been
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considered in treatment and, because they were not, this in
itself was a factor in the patient's need to return for fur-
ther treatment. It was only in this area that treatment
needed to be evaluated. It was not the intention of this
study to evaluate treatment in any other area.
The cases reviewed were only those which had, during
the period selected, been assigned to a psychiatric social
worker for therapy.
Sources of Data
Case records of veterans who have returned to Veterans
Administration Mental Hygiene Clinic for psychiatric treat-
ment were selected on an objective basis. As needed, consul-
tation with the psychiatrist and psychiatric social worker
who had had contact with the patient was used, as factors
arose in which their opinion was needed.
Method of Procedure
The active statistical file of the agency was checked
over a period which ended January 14, 1949. One-hundred and
eighteen veterans were found as returnees of which twenty-
five had been referred to the social worker directly after
the intake process between 6/1/43 and 12/31/48. Fifteen
cases were selected in a random sampling for further study.
The cases were reviewed against the schedule which is in-
1*
-
,
.
-
,
.
.
,c
*
eluded in the Appendix*
Value of the Study
We know that veterans who have returned for treatment to
the clinic have often needed more psychotherapy. A keener
awareness of the factors which are involved in their problems
better equips the clinic to evolve a plan of treatment which
will enable the veterans to maintain a satisfying and pro-
ductive life to the best of their capacities in their fami-
lies and in the social setting of which they are a part. To
accomplish this aim there was a need to examine the previous
contact at closing since this is a study of patients whose
treatment results were not sufficient to carry them through
added or new strains.
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CHAPTER II
Section I
Some Facts About the Development of the Neurosis
The writer will attempt to present a broad picture of
the neurosis with little attention to the veteran as such in
order in a succeeding chapter, based on the following find-
ings, to casually see if the veteran, who is mentally ill, is
different from the civilian who is mentally ill.
Neurosis signifies a failure in adaptation
in which the personality partially relin-
quishes mature reactions and regresses to
childish ones, or fails to outgrow child-
ish reactions upon reaching physical ma-
turity. The internal disposition to neuro-
sis is determined by specific factors in
the individual* 3 emotional environment.
The emotional development of some persons
has been so faulty that their functioning
is always highly precarious, even under the
most favorable circumstances. Others react
with neurotic symptoms only when under the
most severe and prolonged duress. . . .1
As the above quotation clearly points out, a neurosis
does not just develop, but is caused by an inability of the
personality to meet life's demands, whether the demand is
precipitated by an internal or external stress. It also im-
plies that everyone has an "Achilles heel" and, if it is ex-
posed long enough, that impairing psychological symptoms may
1 Leon Saul, M.D., Emotional Maturity
, p. 3
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develop in anyone. In order to appreciate why one has an
"Achilles heel,” one must look backward to the emotional de-
velopment of the individual.
The child before and for months after birth is in a
dependent position. However, even in his earliest months we
see his strivings for independence. This is displayed in his
physiological efforts, i.e. he first cries, learns to breathe
and learns to eat. He finds it advantageous to do this, be-
cause he thereby lives. Therefore, on coming into the world,
he has learned the value of striving for what he wants. The
opportunities which he is given to nurture this ability in
this stage and throughout later developmental periods can
"nullify” or impair its effect. Because of other physiologi-
cal factors however, the child cannot immediately become in-
dependent and must rely upon the "forces” (the parents) to
meet the majority of his needs. We see then a basically
dependent individual with "some independence," ready to
"breathe" his way onward in life.
In our culture today, independence and maturity seem to
be used synonymously; i.e., the mature person "independently"
performs. There are many criteria which have been established
as measures of such a connotation, and it might be helpful
for us to briefly review them at this time.
1. One of the most obvious pathways of de-
velopment, long emphasized by Alexander,
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is from the parasitic dependence of the
fetus to independence of the parent.
Reviewed from this angle, biologic de-
velopment consists in the achievement
of the capacity to live independently
of the parental organisms. • •
2 • Intimately bound up with the organism's
development from parasitism on the
mother to relative independence from
the parents is its increased productive
and its decreased receptive needs. . •
3. A third characteristic of maturity is
relative freedom from the well-known
constellation of inferiority feelings,
egotism, and competitiveness. . .
4. Another aspect of maturity consists in
the conditioning and training necessary
for socialization and domestication. . •
5. Well-known psychoanalytic studies have
traced tne libidinal development in de-
tail through the infantile stages to the
"genital level" with its mature capacity
for "object interest" in people and
things outside oneself and the capacity
for love and productivity, both social
and sexual. . .
6. Hostile Aggressiveness, using the term to
include all sorts of anger, hate, cruelty
and belligerency, is to psychology what
heat is to physics. Ho friction occurs
in mechanics without heat, and no fric-
tion occurs in the emotional life without
anger.
. .This irritation or threat is,
as we have seen, not only determined by
the external pressures, but by the indi-
vidual’s emotional vulnerability; and
this, in turn, is, in general, a result
of deficiencies in his emotional develop-
ment. . •
7. Another important attribute of maturity
is a firm sense of reality. . .
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8. Another characteristic of maturity is
flexibility and adaptability. . .*
Implied in the above criteria are two points; (1) The
development of maturity relies on factors within and without
the individual; and (2) The development of maturity is not a
steady, forward growth, but includes progressive and regres-
sive movement with the result that ideally an individual
rarely masters maturity in the full aspects of the defined
criteria in our present culture. In order to live "satis-
factorily" and "happily" in our present day world, however,
he must be able to achieve such functioning under ordinary
stresses to a greater degree rather than a lesser degree. As
we said earlier, the foundation for such living early rests
in his relationships with his parents. Every individual has
a basic need to be loved and to love; and, as this fundamen-
tal need is gratified, we see the individual "free to grow."
The mother’s function and method of "giving" and "withhold-
ing" early establishes a model around which the infant can
formulate a pattern of anticipation and expectation of the
means of satisfaction. The skill with which the mother helps
him reach this goal is part of the "first rung" of the ladder
that he starts to climb to maturity; the degree of lack of
skill weakens the "rung" to a similar degree.
2 Ibid
.
,
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We see, then, that early stirring forces from the out-
side world, as well as within the body, create a state of
tension that is seeking release as well as opposing such re-
lease, and that the efforts of the individual are all direc-
ted to relaxation. The degree to which the latter is achieved
sets an emotional and physiological tone which acts as a base
for future "ease of operation,
"
This same principle exists in every stage of development,
the child’s attempts and success in walking, in talking, and
in accepting and using other children and other adults. It
is as the mother satisfactorily allows healthy expression and
provides gratification of his instinctual strivings in his
early months and years that she incorporates within the child
the identifying mechanisms which enable him, because of love
of her (and not fear), to stumble less and less on the road
to adulthood. Perhaps it is ambiguous to state here that no
mother can ever achieve ultimate perfection, but she can "per-
fect" to a practical degree. It is this relationship, too,
which sends the child on into the oedipus period and equips
him with enough fundamental security to resolve successfully
the conflicts of that period so that he completes the dynamic
cycle of relationships with both sexes and then with siblings,
whether they are in his immediate family or are met in his
relative or school associations.
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Overprotectiveness smothers the child’s initiative in
achieving equilibrium between his internal and external
strivings through the ego* The result becomes clear
—
passiv-
ity and dependency* The result of inadequate attention to
his internal and external strivings also becomes clear—anxi-
ety, frustration, anger, hostility; i.e., a repeated and ex-
hausted effort to achieve a satisfactory degree of relaxation
in the organism which results only in mounting frustration*
As a response to outside stimuli, the passive and dependent
response can precipitate similar convulsions*
As the child completes this period of development, he,
through the mechanism of identification, has supposedly in-
corporated the attitudes and mores of the parents to form a
super-ego which acts as a controlling element with the ego in
gratifying to a modifying degree his instinctual impulses or
the id. The strength of the super-ego (conscience) in for-
bidding or permitting certain expressions and/or related
activity fluctuates and operates amiably in proportion to the
strength of the secure relationship developed with the par-
ents. A rigid super-ego usually limits expression with re-
sulting continuous internal, if not also external, conflict.
A weak super-ego plays an ineffectual role with continued ex-
pression of the instinctual desires in open or unhealthy
forms which limit environmental adjustment and, consequently.
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self-adjustment. The adequate super-ego therefore functions
to permit fairly comfortable expression or inhibition. The
identification with parents only completes the first step
towards the individual's ultimate aim of self-functioning in
a continued series of relationships. It is not the intent of
this writer to elaborate the mental mechanisms of the child
which are used to secure self and other object harmony; but,
for those who are interested, would refer you to Anna Freud's
The Ego and Mechanisms of Defense . It is necessary to state
that their use in childhood is practically a necessity; but,
as they develop their mental capacities and physical
strengths, they are practiced to a minimum degree. Their ex-
istence to any extended degree in an adult "would be cause
for concern.
"
The writer has rather frequently referred to the instinc-
tual impulses, and it might be well at this time to refer
broadly to what she sees encompassed in them—aggressive and
sexual strivings. She has also referred to the need to modify
their operation; however, it was not the intent to imply that
the individual would do well to be without them, only that
they need to be modified from overwhelming forces into con-
structive channels whose existence provides the incentive for
living. Such achievement can only occur through a healthy
emotional development. The individual's need for love enables
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him to give up his competitive feelings for his father and to
love this parent tenderly and later passionately someone of
the opposite sex, and reproduce; the person* s desire to suc-
ceed (compete) brings forth creative works for the benefit of
all individuals; the individual's feeling of self-confidence
eases the environment of others; and the individual's realis-
tic resentment of aggressive acts is a measure of safety for
all.
It is during the latency period that we see the sexual
drives in the normal emotional development diminishing, and
the aggressive drives reigning, amongst other needs, to as-
sist the child in learning, to develop other object relation-
ships, and to continue to rechannel his competitiveness into
sports and acceptable activities which continue to build his
character and strengthen his bodily structure and organs'
function. The ending stage of development is precipitated by
the onset of adolescence when the child's physical maturation
brings with it again the need for mental maturation. It is
at this time we see most forcibly the sound, emotional base,
built in the early years, arise as a steadying and mediating
force again at the exacerbation of the instinctual strivings,
and the ego's and super-ego's eventual ability to achieve
harmonious relationship by a means of gratification accept-
able to the child and his environment of a physical and
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mental nature*
It is then in the early childhood stages that we see the
formation of the "Achilles heel" which may collapse under a
small amount of pressure or has sufficient strength, in spite
of some of its weak aspects, to withstand a great deal of
pressure. The pressure is usually environmentally induced
and provokes pressure within the mental functioning of the
individual. Everyone has his straining point; and, if this
is reached, a neurosis develops. Two methods which the indi-
vidual has to meet challenges are in fight, or flight,*' and
these may take various forms. If they are used in a realis-
tic sense, they would meet the needs of the individual. How-
ever, if they are not or are continually needed to a greater
capacity than the individual's emotional components can tol-
erate, we would see a decrease in the individual's ability to
maintain a harmonious equilibirum with himself and the out-
side world. The degree to which his self-maintenance would
be impaired would be in relation to the amount of stress and
his emotional predisposition. A figure which might trace its
course:
3 Ibid.
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STRONG
CHILDISH, PASSIVE
RECEPTIVE DEPENDENT DESIRE
INCREASED
TENDENCY TO
ESCAPE AND
REGRESS
FEELINGS OF
IMMATURITY,
WEAKNESS
,
INADEQUACY,
INSECURITY
\
ANXIETY
/
COMPARISON
COMPETITION
ENVY TOWARD
OTHERS
HOSTILITY4
Most of the above words are clear, but perhaps, for clarity,
we should define two:
Anxiety is a painful state of expectation;
it has reference to some evil impending,
but yet more or less distant in time.
Often the threatening thing or situation
is not definitely stated or recognized.
Freud speaks of "free-floating” anxiety
which is ready to attach itself now to
one, and again to another, concept. The
patient is ill at ease, restless or agi-
tated; there is marked discomfort, more
often epigastric than precordial. Slight
or moderate degrees of anxiety are usually
called by the patient "nervousness.
Resentment, anger, rage, violence, cruel-
ty, and similar aggressive impulses can
4 Ibid
.
,
p. 7o.
5 Richard H. Hutchins, M.D., D.Sc., A Psychiatric
Word Book
.
Appendix A, p. 249.
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be subsumed under the term hostility. 0
(In its extreme form, the urge to kill)
Although we have not emphasized earlier specifically the
oral, anal and genital phase of the child's development, it
is assumed that the importance of these in the emotional de-
velopment has been understood. It must be, because it is
frequently when the ego's ability, to continue to repress in
the unconscious, fears during these progressive stages of de-
velopment, is impaired by a precipitating traumatic experi-
ence of a long period, that we see the formation of the neu-
rosis. This involves too the resurrection of a part, if not
the whole, of these earlier fears in an unrealistic, uncon-
trolled manner which exists over a period of time and conse-
quently affects the personality's overall adjustment to vary-
ing degrees. The ego's ability is usually impaired by trauma
of varying severity in relation to the individual's emotional
predisposition. For example, if a boy's emotional background
has been adequate, he may receive a severe leg or arm injury
and, after a brief period of shock, adjusts to and recovers
from the injury with little post-reaction. However, in a boy
whose background has had elements of emotional deprivation,
the injury may uncover his infantile fear of castration and
"unconsciously" look upon the injury as an actual castration
6 Saul, ojD. cit. , p. 108.
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and rearouse the anxiety and fears that he had at this stage
of development tied up with his aggressive desires. Neces-
sarily, since emotional deprivation is measured by degrees,
the psychoneurotic reaction will, in relation, vary in in-
tensity.
It is not unexpected that there should be some differen-
tiation in the type of neurosis developed which is in accord-
ance with other factors in the individual^ emotional history.
n
Ross' refers to three classifications of the neurosis.
(l) overaction; (2) underaction; and (3) obsessive compulsives
which he feels may also be interwoven.
In the Overaction he includes Anxiety Hysteria.
These patients then display the positive
emotional reaction (formerly called neuras-
thenia) and correspond to the advanced
primitive man who tried to fight his enemy
or who ran away actively and who, in doing,
secreted a good deal of adrenalin.
As a special variety of the anxiety reac-
tion is the phobia. . . It is then an exam-
ple of anxiety which has not been distorted
into a bodily symptom, but has remained
simply as an anxiety. Though undistorted
as a sensation, it has invariably become
detached from its proper object which has
become unconscious, so that as a rule it
seems a meaningless fear until its proper
object has again been brought into con-
sciousness.
In the Underreaction Ross places the conversion hysteria
whose anxieties are carried into somatic expressions. In the
7 T. A. Ross
,
M.D.
,
The Common Neurosis
,
pp. 28-30.
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obsessive compulsives he refers to:
They are haunted by ideas of something being
wrong which they can put right by thinking,
or, if that fails, by ritualistic practices*
Both these methods seem akin to primitive
magic. These patients never get away from
their troubles* They are harassed by them
as long as they are awake. . .
It must be emphasized that many patients will
show all forms of reaction, anxiety symptoms,
hysterial symptoms and obsessional symptoms
at the same time, while on the other hand
phobias, hysterical symptoms and obsessions
may occur in isolation, or one of these may
dominate the picture.
We can see from the above, then, the psychoneurosis can mani-
fest itself both in mental symptoms of an "irrational" basis
as well as in somatic conditions which can affect any part of
the body, or structure, or the circulatory or organ systems.
Traumatic experiences, according to the emotional pre-
disposition of the individual, may involve loss of a dog, job
disturbances, inadequate housing, marital difficulties, fam-
ily quarrels or differences, physical injury, physical dis-
ease, war experiences, or any other small or larger incident
of significance in its effect on the person's emotional make-
up* Implied here is, of course, any kind of environmental
and/or physical causes in the individual's life circle.
;t n
,
c
*
*
. ,
.
u . . . - j . ' , '
r
.
.
I
, . i '
.
' J f <
•
'
- ‘
... i - "
.V •
•
. .
•
-
,
, -X . .. . - .
‘ JC: - '
.
'
'
-
{ .
.
-
t
•
t
fit
-
1
1
Section II
The Boston Veterans Administration Mental Hygiene Clinic
An understanding of the setting in which the facts of
this thesis was found is necessary. The data evolved was
mainly derived from a review of factors presented during the
intake process. It is in this process that recommendations
for treatment are made. A general review of the clinic’s
function and staff and its practices in intake as well as in
treatment recommendations will provide this understanding.
Function and Staff
The function and policy of the Veterans Administration
Mental Hygiene Unit has been carefully expounded in Veterans
Administration Mental Hygiene literature,
1
as well as in
2 3previously submitted theses. * However, it may be helpful
to state;
1 Morris H. Adler, M.D.
,
Arthur F. Valenstein, M.D.
and Joseph F. Michaels, M.D.
,
”A Mental Hygiene Clinic—Its
Organization and Operation,” (Available at the Boston Vet-
erans Administration Mental Hygiene Clinic,
)
2 Dorothy Prescott Foss, A Thesis
.
”The Relation of
Environmental Factors to Failure in Treatment,” B. U.S.S.W.,
1948.
3 Mary Louise Stearns, A Thesis , ”A Comparative
Study by Age Croups of the WWII Veterans Who Received Treat-
ment at the Veterans Administration Mental Hygiene Unit,
Boston, Massachusetts from April 1, 1947 through September
30, 1947,” B.U.S. S.W.
,
1948.
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The Mental Hygiene Unit of the Boston
Regional Office of the Veterans Administra-
tion was established in March, 1946, to pro-
vide ambulatory treatment for the large
number of psychiatrically ill veterans from
the Metropolitan Boston area. . . All clinic
facilities have focused upon the diagnosis,
treatment, and proper disposition of the
maladjusted veteran. To e major extent,
this has involved assisting him to make a
reality adjustment to civilian life. As a
corollary, such aims fulfill another clinic
function; i.e.
,
the need for hospitalization
is minimized by providing early and adequate
treatment for ambulatory veterans. • .4
The staff consists of a number of psychiatrists, psychol-
ogists, and psychiatric social workers as well as residents
in each discipline. The disciplines perform in a cooperative
or in an individual manner according to the needs of the pa-
tient and the treatment which is best suited for him. Brief-
ly, this may be individual therapy by the psychiatrist, or
the psychiatric social worker, group therapy, and/or psycho-
logical testing by the psychologist, or a combination of
these. The definition of individual and group therapy in this
clinic setting will follow later in this section so that fur-
ther elaboration of these terms will not now be attempted.
Intake Practices
On arrival at the clinic the patient is seen by a recep-
tionist who secures brief identifying data and who learns the
4 Morris H. Adler, M.D.
,
Arthur F. Valenstein, M.D.
,
and Joseph F. Michaels, M.D.
,
ojg. cit .
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patients source of referral as well as his statue in the
clinic, i.e. whether he is new, or has been previously known
to the clinic. She then refers this material to the psychi-
atric social worker who conducts the initial intake interview
and refers the patient to the intake psychiatrist. The im-
portance and meaning of the application of a new or returning
veteran to the clinic is constantly considered by the staff,
since intake is handled by them on a rotational basis.
There is always clear recognition of the responsibility
of the clinic to accept every patient with a service-connected
disability of a psychiatric nature as well as those veterans
who have both physical disabilities and adjunctive psychiatric
problems. The patient's degree of acceptance or resistance to
psychiatric treatment is carefully explored in relation to the
therapeutic effects upon him of acceptance or rejection at the
time. Consideration of available clinic facilities must nec-
essarily influence this decision, as all patients cannot use
clinic care and need to be referred to the hospital. From
its experience, the clinic has determined that it is more
useful to secure some picture of the dynamics related to the
present problem rather than to attempt to secure a complete
social history. It is now using the following guides on a
form sheet to insure concentration on vital social factors:
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Complaints
Eligibility
Appointment Data
a) Reason for Coming to Clinic
b) Source of Referral
History of Illness
Present Adjustment
a) Work
b) Social
c) Marital
d) Family
Military Service
Attitude toward Treatment
Recommendations
Factual material is pertinent, but emphasis on the pa-
tients feelings in the social situation is of the utmost
concern. In situations which involve returnees to the clinic
the same factors are considered in pointing out the dynamics
of the patient's difficulties. As tne initial application
usually includes the earlier dynamics the clinic in these
situations is primarily concerned with factors which have
been significant in the patient's life since he was last
known to the clinic. Since the psychiatric social worker is
the first professional person to see the patient, she does
attempt to give a social diagnostic impression as well as a
treatment recommendation. The dynamic and progressive phil-
osophy of the agency is part of the entire intake process*
Final responsibility for diagnosis and treatment, however,
rests with the intake psychiatrist. The veterans' case
records which include this pertinent material axe then routed
to the assigned discipline and are distributed by the chief
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of each discipline
Tentative Criteria for Treatment Recommendations
A fundamental goal of treatment for every
patient is adjustment to current reality
situations. . . Our emphasis is upon deal-
ing with the reality problem with an under-
standing of its meaning within the patient's
total personality and its effect on his re-
action to his social environment.
5
Allocation (to various disciplines) depends
upon how a particular patient's needs can
be met at a particular time. The emphasis
is upon the degree of treatment and the
level of treatment indicated. The final
criteria of assigning patients to one or an-
other discipline are not yet finally estab-
lished, but in the light of several years
experience, certain principles begin to
crystallize. We feel that the patient with
acute intrapsychic conflict, the emotionally
disturbed patient, and the patient who pre-
sents unconscious material that must be
dealt with should be handled by a psychia-
trist.
The social worker may have referred to her
the less disturbed patient, the chronic
neurosis, psychotics in remission, prepsy-
chotics, character disorders, and disorgan-
ized patients who may require long term,
supportive care.
Casework extended may entail the following goals;
1. Casework as a feature in encouragement
of the patient to later accept psycho-
5 Report on G.A.P. Circular Letter #96, "Principles
Related to the Delegation or Division of Allocation of Treat-
ment Responsibility," Boston Veterans Administration Mental
Hygiene Unit, p. 3 (unpublished).
6 Ibid.
,
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therapy with a psychiatrist.
2. Support which assists him in retaining
his present level of adjustment.
3* Relationship— to offer encouragement
and keep the patient's use of it at a
limited level.
4.
Collateral treatment—work with some
significant person in the patient's fam-
ily constellation while the patient is
under the treatment of another discipline
in the clinic.
5.
Manipulation of environment—reorganiz-
ing environmental stresses that block
the patient's development.
6.
Intensive relationships—use of these in
clarification of the patient's behavior
patterns.
"
The above indicates that assignment "for therapy involves the
estimation of a limited goal, as the results of the treatment
potential of a patient within the scope and function of the
clinic.
Factors which play a part in determining the goal are:
1. The Patient ' s Problems—When the patient
displays no emotional disturbances or
anxiety, but attributes his difficulties
to his environment.
The presence of environmental problems is
not necessarily a criteria for referral
to the social worker. Factors which are
included are: the patient's degree of in-
sight and availability for treatment,
7 Ibid
. ,
p. 4.
8 Ibid
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somatic reactions involving medical evalu-
ation, and the patient's reason for seek-
ing treatment. These are also the basis
for the treatment goal set and the type of
therapeutic skills and relationship needed
to help the patient.
2. Age—Patients who are older with more
rigid character formation necessarily re-
quire more limited goals.
3. Duration of Illness—Patients whose emo-
tional disturbances have existed for a
long period are usually poor prospects for
psychotherapy, and the social worker may
offer long-time supportive relationship
and alleviate environmental pressures.
4. Severity of illness and prognostic impli-
cations—Patients with severe disturbances
and weak egos cannot accept insight, but
need a careful reconstruction of their
abilities to establish relationships
through the caseworker relationship.
These usually include psychotics or bor-
derline cases. 9
One point, around which decision as to assignment of the
patient to the psychiatrist or the social worker then, is the
goal which can be achieved. It remains within the realm of
only the psychiatrist to offer dynamic or genetic insight;
i.e., interpretation of the unconscious feelings of the pres-
ent or the past.
The clinic psychologist functions primarily
in the field of projective testing, but in
addition spends a substantial amount of
9 Ibid
.
,
pp. 4-6.
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time as a group therapy moderator. . .^
(The tests are given on a selective basis
to assist the therapist in securing under-
standing of the current dynamic factors
and to secure a cross section of the
structure of the personality and to formu-
late treatment goals. ) 13-
Group therapy has been used in the clinic since its be-
ginning, but in a tentative fashion.
It has been the experience of this clinic
that, as a treatment technique per se, it
is of little value. However, as a prelim-
inary or adjunct to individual psychother-
apy, whether carried out by the psychia-
trist or some other trained worker, it is
helpful in reducing feelings of stigmatiza-
tion and isolation on the part of the pa-
tient to the point that he becomes more
accessible for treatment. 12
It does place the patient in a "normal” setting, the
group representing society, and can act as a stimulus and ex-
perience which he can carry into his everyday life. He is
frequently able to discuss subjects in this setting which are
difficult initially for him to introduce with the individual
therapist and which can serve as steppingstones to this ob-
jective.
Treatment therefore is carefully planned with considera-
10 Morris H. Adler, M.D.
,
Arthur F. Valenstein, M.D.
,
Joseph J. Michaels, M.D.
,
"A Mental Hygiene Clinic, Its
Organization and Operation.
"
11 Writer's insert.
12 Ibid
.
,
p. 14.
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tion of the potentialities of the patient, facilities of the
clinic, and of the discipline which can best help the patient
function to his maximum capacity.
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CHAPTER III
PRESENTATION OF DATA
The age groups in the cases were thought to be signifi-
cant and the factors in both seem to be of interest for com-
parison. It is the opinion of this writer that the division
of the findings into two groups gives some significant dif-
ferences. Croup I represents veterans aged twenty to thirty
years and Croup II represents veterans aged thirty-two to
forty-three years. There are ten in Croup I and five in
Croup II. The following factors for each are presented: age,
marital status, number of reapplications, the physical, emo-
tional and environmental complaints, the treatment requested,
the diagnosis and treatment recommended and the condition of
the patient on discharge. In addition there are three case
illustrations in Group I and two in Croup II.
Croup I
Veterans Ages Twenty to Thirty Years Inclusive
The following table shows the distribution by age, mari-
tal status, the number of reapplications, the average months
elapsing between the reapplication and previous discharge and
the changes in marital sta.tus.
There seems in this table to be a fairly even distribu-
tion in all factors exceot in the months elapsing between the
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TABLE I
DISTRIBUTION BY AGE, MARITAL STATUS, NUMBER
OF REAPPLICATIONS, AND AVERAGE MONTHS
ELAPSING BETWEEN THE LATTER FROM DATE OF
DISCHARGE, AND ANY CHANGE IN MARITAL STATUS
Average
Months
Elapsing
Between the Change in
Reapplication Marital
Case Age
Marital
Status
Number of
Applications
and Previous
Discharge
Status
(Yes or No)
I 30 S 3 1.75 Yes
II 21 S 2 21 No
III 22 M 3 S No
IV 23 S 2 3 Yes
V 24 M 4 5.6 No
VI 25 S 3 6 No
VII 25 S 4 4.3 No
VIII 26 M 2 10 No
IX 29 S 3 4.5 Yes
X 30 M 2 4 No
..
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reapplication and previous discharge. The average months
elapsing for the group varied widely from one and seven-tenths
months to twenty-one months. The average lapse for the group
is six and six-tenths months. This will be compared with
Group II in Table VII.
Table II shows the chief physical complaints made by the
patients during the initial intake process.
TABLE II
CHIEF PHYSICAL COMPLAINTS MADE BY THE
PATIENTS DURING THE INITIAL INTAKE PROCESS
Somatic Complaints Number of Cases
Gastrointestinal 3
Anorexia 5
Loss of Weight 3
Headaches 7
Sinus Trouble 1
Osteomyilitis of Elbow 1
Heart Palpitations 2
Colitis 1
Hemorrhoids 3
Frequent Urination 1
Sexual Impotence 1
Foot Trouble 2
Generalized Complaints
Fatigue 3
Insomnia 5
Dizzy Spells 2
Bodily Sensations 6
Nail Biting 2
Cold Sweats 3
Includes aches and twitches in the extremities,
ringing in the ears, blushing, grinding of
teeth, blurring of eyes, hand tremors, feelings
of swelling.
..
-
,
.
,
v,n .. ,
-
-
. .
The following table shows the chief physical complaints
made by the patients in the last intake process*
TABLE I I -A
CHIEF PHYSICAL COMPLAINTS MADE BY THE
PATIENTS IN THE LAST INTAKE PROCESS
Somatic Complaints Number of Cases
Gastrointestinal 2
Anorexia 2
Loss of Weight 1
Headaches 4
Osteomyilitis of Elbow 1
Sexual Impotence 1
Generalized Complaints
Fatigue 2
Insomnia 1
Dizzy Spells 1
•Bodily Sensations 3
Nail Biting 1
Cold Sweats 1
“Includes aches and twitches in the ex-
tremities, ringing in the ears, blushing,
grinding teeth, blurring of eyes, hand
tremors, feelings of swelling.
With a few exceptions, as the tables indicate, the
nature of the physical symptoms presented by the veterans in
their initial and last intake applications was the same* The
chief complaints were gastrointestinal symptoms, anorexia,
loss of weight, headaches, hemorrhoids, fatigue, insomnia.
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bodily sensations and cold sweats. Their incidence in the
last intake applications showed a decrease from ten to forty
percent of their initial incidence. Headaches, bodily sensa-
tions and fatigue were the last principal complaints. These
findings will be compared those found in Group II after Table
VI I I -A.
Table III shows the chief emotional complaints made by
patients during the initial intake process and Table III-A
shows the chief emotional complaints made by patients during
the last intake process*
The significant factors which these tables bring out is
that in the initial applications, thirty per cent of Group I
were irritable, restless, moody, jumpy, had a startle reaction
and some phobia. Forty percent felt nervous. There was a
fifty per cent decrease in the number and type of problems
presented in the last application although the nature was sim-
ilar to the earlier ones. Nervousness and irritability pre-
dominated in thirty to sixty per cent of the cases with a
scatter of symptoms in other areas. This group will be com-
pared with Group II after Table IX-A.
Table IV shows the chief environmental complaints made
by the patients during the initial intake process, and Table
IV-A shows the chief environmental complaints made by the
patients during the last intake process.
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TABLE III
CHIEF EMOTIONAL COMPLAINTS MADE BY THE
PATIENTS DURING THE INITIAL INTAKE PROCESS
Number of
Complaint Cases
Number
Complaint of Cases
Mental Traits Sexual Adjustment
Tension 2 Inability to form relationship
Lack of Ini- with opposite sex 1
tiative 1 Fear of sexual sterility 1
Loss of Self-
confidence 1 Phobias
Irritability 3 Dizzy feelings in high places 1
Nervous 4 Mild fear of closed room 1
Restless 3 Fear of going insane 1
Unhappy 1
"Worries” 1 Odd Experiences
Depressed 2 See constant object in front
Daydreams 2 of eyes i
Stutters 1
Bothered by Dreams
Disorder 1 Battle dreams 1
Some memory
Loss 1 Social Adjustment
Inability to Difficulty with people 1
Concentrate 1 Makes foolish mistakes 1
Forgetful 1 Frightened in new situations 1
Moody 3 Loss of speech when excited 2
Temperamental 1 Thoughts ahead of speech 1
Jumpy 3 Doesn't hear people talking
Startle Re- to him 1
action 3 Fear of competition 1
... .
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TABLE III-A
CHIEF EMOTIONAL COMPLAINTS MADE BY THE
PATIENTS IN THE LAST INTAKE PROCESS
Number Number
Complaint of Cases Complaint of Case
Mental Traits Phobias
Tension 1 Fear of wife
dying 1
Irritability 6
Fear of some-
Nervous 3 thing unknown 2
Anxious 1 Social Adjustment
Depressed 1 Withdrawn 1
Guilt after talking Lonely 1
back to people 1
Fear of competi-
Uncontrollable "nag- tion 1
ging" 1
Loss of speech
Difficulty in when excited 1
expression 1
Thoughts ahead
Desire to smash of speech 1
things 2
Hostility towards
wife 1
Suicidal thoughts 1
•'
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TABLE IV
CHIEF ENVIRONMENTAL COMPLAINTS MADE BY THE
PATIENTS DURING THE INITIAL INTAKE PROCESS
Number Number
Complaint of Cases Complaint of Cases
Family Dissatisfaction with
Home Setting
Friction with father 4
Friction with mother 6 Lives with parent
Friction with sister 1 or parents 4
Friction with wife 2 Lives with inlaws 2
Friction with Lives other 1
father-in-law
Friction with mother-
1
Job
in-law 1 Ambivalent on job 2
Friction with mother Works too hard 2
substitute 1 Poor wages 2
Friction with grand- Inability to do
parents 1 former job 1
Unemployment 1
Social
School
No friends of opposite Heavy curriculum 1
sex 1 Special subject
No friends of same difficulty 1
sex 1 Unnecessary mistakes 1
Overall poor general Poor relationships
relationships 2 with or fear of
Avoids social gather- faculty 1
ings 1 Need to achieve un-
realistic high
standards 1
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TABLE IV-A
CHIEF *ENVIRONMENTAL COMPLAINTS MADE BY THE
PATIENTS IN THE LAST INTAKE PROCESS
Complaint
Number
of Cases
Number
Complaint of Cases
Family Dissatisfaction
with Home Setting
Friction with father 1
Friction with mother 1 Lives with parents 1
Friction with sister 1 Lives other 2
Friction with wife 3
Friction with father- Job
in-law 2 " Works too hard 2
Friction with mother- Unemployment 2
in-law 1 Poor co-worker re-
lationships 1
Social
School
No friends 1 Heavy curriculum 1
Special subject
difficulty 1
Some of the environmental complaints listed in this
and Table IV could be also delegated as emotional
items. However, tney sire referred to in case rec-
ords as environmental stresses which the patient
and the agency saw as such and have been so listed
here.
The nature of the environmental complaints made by the
veterans in their initial and last applications was the same.
The outstanding complaints were friction with a parent or
parents, dissatisfaction with housing arrangements, and var-
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ioue job and school difficulties. The lack of social oppor-
tunities was implied. There was a fifty per cent decrease in
their evidence in the last applications but they continued to
be of major concern to the veteran. These will be compared
with those found in Group II after Table X-A.
Type of Treatment Requested
For the most part, all ten cases displayed a vagueness in
expressing the type of treatment they wished in their first
applications. Two, based on previous contacts with a psychi-
atrist and social worker in another setting, more clearly re-
quested "talking treatment." One particularly emphasized that
he did not wish medication. Most, on reapplication, requested
treatment, implying or directly requesting the type they had
had before, or their request was unknown. This will be com-
pared with Group II*
s
requests for treatment.
Table V shows the difficulties according to agency diag-
nosis of patients and type of treatment recommended. The
significant factors which this table brings out is the fre-
quency of diagnostic classification and the type of treatment
recommended for them. The majority (fifty per cent) of this
group fell in the psychoneurotic disorders. Seventy-one per
cent of the eight applications of these veterans were referred
for some type of casework treatment. These findings will be
compared with those found in Group II in Table X.
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TABLE V
DIFFICULTIES ACCORDING TO AGENCY DIAGNOSIS
OF PATIENTS AND TYPE OF TREATMENT RECOMMENDED
Type of Treatment Recommended
Upon Application Number
of
CasesDiagnosis First Second Third Fourth
I Character
Plus
Behavior
A. Immaturity
Reactions
1. Passive
Aggressive
Reaction
Group Case-
work
Case-
work 1
3. Passive
Dependency
Reaction
Self-
Re-
jec-
tion
Case-
work
Sup-
port
plus
Clari-
fica-
tion
1
Passive Group Self-
Re-
jec-
tion
Case-
work
Sup-
portive
1
II Psychoneurotic
Disorder
A. Anxiety
Reaction and
Obsessive
Compulsive
Case-
work
Case-
work
Sup-
portive
1
B. Anxiety
Reaction
Case-
work
support
and
clari-
fication
Case-
work
support
and
clari-
fication
Case-
work
support
and
clari-
fication
1
Anxiety
Reaction
Group Case-
work
Supoort
1
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TABLE V (continued)
Type of Treatment Recommended
upon Application Number
of
Diagnosis First Second Third Fourth Cases
Anxiety-
Reaction
Indi-
vidual
and
then
to
Group
Case-
work
Sup-
port
Later
Group
Case-
work
Sup-
port
1
C. Conversion
Reaction
Psychi-
atrist
Support
only
Psychi-
atrist
Support
only
Case-
work
Support
only
Case-
work
Support
only
1
Ill Patho-
logical
Personality
Reaction
A, Schizoid
Personality
Group
plus
Case-
work
Support
only
Case-
work
1
Schizoid
Personality
Referred
to
Another
Clinic
Case-
work
Sup-
port
Case-
work
Sup-
port
1
f. i-' .1
TABLE VI
CONDITION OF PATIENTS ON DISCHARGE
IN THE PATIENT'S AND THE AGENCY'S OPINION
IN THE LAST TWO APPLICATIONS
Condition
Number
Agency'
s
Opinion
of Cases
Patient 1 s
Opinion
Improved
First Discharge 6 4
Second Discharge 5 5
Unimproved
First Discharge 4 6
Second Discharge 1 1
C.K.A.
*
First Discharge 2** 3**
Second Discharge 1 1
*C.K.A. means ceased keeping appoint-
ments without planning with the clinic.
**There is necessarily duplication be-
tween C.K.A., improved and unimproved
as pertinent. Cases discharged by the
agency in planning with the patient are
marked only under improved or unimproved.
The two significant factors which this table brings out
is the increase in the number of cases discharged improved in
the last two applications as well as an increase in the con-
currence of the opinion of the patient and the agency of the
patient's condition at the time of discharge. In the first
.' '
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discharge charted sixty percent of the group were discharged
improved. Twenty percent of these patients felt unimproved*
In the second discharge, seventy-one percent were discharged
as improved in the agency* s and the patient’s opinion. There
was a decrease of seven and one-half percent in the number of
G.K.A. * s
•
Case Illustrations
The writer has selected three cases to illustrate and
support factors earlier charted as significant in relation to
returnees in the earlier part of this chapter. They are in
no way meant to be representative of any particular difficul-
ty, but to depict in general difficulties presented by these
patients*
They are presented with emphasis on the significant fac-
tors elicited during the intake process, the diagnostic evalu-
ation and formulation of the plan of treatment, as well as the
condition of the patient at the time of discharges. The
course of treatment is not included.
Case IX
This twenty-nine-year-cld veteran applied
in October, 1946, to the clinic on referral
from the Veteran’s Administration Medical
Outpatient Department* His chief complaints
were severe headaches, heart palpitations,
insomnia, blackouts, gastrointestinal dis-
tress after eating, hand tremors, excessive
perspiration, terrifying battle dreams, day
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dreams, startle reaction, restlessness, mood-
iness, and a mild fear of being in a closed
room. He dated their onset as following the
incident of seeing a friend killed during com-
bat »
He gave a history of fears, nightmares, and
temper tantrums during early childhood. His
father had drunk excessively with the result
that there was continuous marital discord un-
til hie parents separated when patient was
seventeen years of age. He was an only child.
He seldom gave or received support from his
father after the separation. His mother, when
he was small, had worked in a factory and per-
formed domestic work. Her health was now poor
mainly due to anemia.
He had had difficulty in adjusting to home
since his return, and barely mentioned his
mother in the interviews. He believed he had
a better relationship with his father than his
mother. Patient at nineteen years of age
played the drums in a dance band and then
worked as a bellhop prior to service. On re-
turn he found this type of work too exciting
and decided to attend school under Vocational
Rehabilitation. He felt he was too serious
and put too much into things.
The diagnosis on intake was psychoneurotic
disorder, anxiety reaction manifested by the
above symptoms with evidences of a good deal
of anxiety in the sexual sphere. Individual
therapy for a period with a psychiatrist with
eventual referral to group therapy was sug-
gested. In March, 1947, he was referred to
group therapy, as patient seemed happier be-
cause of the reconciliation of his parents.
He married in August, 1947. In September,
1947, he was discharged as improved at his
own request. He was having severe headaches,
felt that they might be due to an auto acci-
dent he had been in, and planned to have x-
rays. He wanted to work things out himself.
Patient reapplied in May, 1948, because he
had such severe headaches he was unable to
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go to school# He was anxious and somewhat
depressed and used notes to talk to the
therapist. He emphasized his difficulties
as mostly vocational, but also brought out
fears of sterility. He had had a variety
of jobs in the past six months, but could
not hold any of them. He was having finan-
cial difficulties, his wife was disturbed
by his activities, and he showed ambivalence
in his attitude about the success of the
marriage.
Diagnostic evaluation again focused on the
insecure, rejected child who had identified
with a weak father and females. Because of
the dangers in aggression and passivity,
his anxiety was aroused. He presented an
obsessive, compulsive picture of a man who
is trying to be a good boy, but has fears
about not making the grade and not being a
man. He had fears of homosexuality and has
much hostility. He had fears about mastur-
bation and guilt. He regressed in his com-
promise by taking a mother figure for a
wife.
Treatment recommended was casework on a
supportive level principally in line with
hie vocational needs. It was felt that he
needed a worker who would help him to feel
he had done well, that he is a big, strong
man and who would also help him with the re-
ality factors. Group therapy at a later
period was to be considered. Patient was
later discharged with a decrease in his
symptoms.
He returned again in September, 1948, because
of vomiting spells that had lasted for three
weeks. He had secured a job in August as
elevator operator and started (Bryant Strat-
ton) business school in September. He was
having difficulty with shorthand. He now
found the job "nerve wracking" during the
rush hours and had "blown his top. " Treat-
ment of the same supportive nature as earlier
was again advised.
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This case illustrates a veteran with a severe emotional
disturbance* Although he gave the onset of his illness as
being in service, he also offered a history of emotional dep-
rivation and maladjustment in early childhood. The stresses
which he met in the family, in school and in the job reacti-
vated early conflicts and the wish to be dependent. His at-
tempt to combat such fears led to inward and outward bursts
of hostility which resulted in the emotional and physical up-
sets noted. The goal in treatment was limited to support and
relief of environmental stresses since he was incapable of
using any deeper therapy. As he met any new emotional or en-
vironmental stress, his emotional and physical symptoms ex-
acerbated and he had to return for treatment*
Case VIII
Patient, a twenty-six-year-old, married
veteran applied to the clinic in October,
1947, on referral from the outpatient Med-
ical Department of the Veterans Administra-
tion. His chief complaints were severe
headaches, fatigue, "feeling dead all the
time," dizzy spells, tension, jumpiness,
irritability, and body tremors when angry.
He suffered too from chronic osteomylitis
of the left elbow and attributed his symp-
toms to a severe head injury and left elbow
and arm injury in combat. He had been left
for dead in the battlefield, been medically
treated by the Germans and later transferred
to the American centers. Prior to service
he had been a chief foreman in a sheet metal
factory, but since his discharge had had been
working as a clerk, liked it, and felt he
had lost the initiative and drive needed for
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his former job. He married four months after
discharge and felt he had a happy marriage.
He was the fourth oldest of nine children and
presented no strain in early life.
The diagnosis was anxiety reaction and refer-
ence was made to the patient's deeply repressed
hostile feelings. Although a careful neurologi-
cal examination was given, the findings were
essentially negative. It was felt his injuries
were a severe blow to his narcissism. Patient
had little insight into the emotional aspects
of his difficulties and offered some resistance
to the psychotherapeutic approach. Group ther-
apy was recommended as a step to initial in-
sight; however, since the patient felt he would
be unable to keep such appointments, he was re-
ferred to the caseworker.
The patient was given the Rorschach, the Wechs-
ler-Bellevue and the Thematic Apperception
Tests. Together they presented the following
information. Patient had an I.Q. of 99 and was
characterized by an extremely rigid ego. The
instinctual strivings were controlled by re-
pression but this was inadequate in preventing
some anxiety from breaking through. Extreme
over-ambition and overlooking the obvious was
evident. One sensed a feeling of loneliness
on his part which might have been the basis on
which he married. Organic involement was not
indicated. His extremely rigid ego control was
indicated in all fields except in the relation-
ship with the parents in which he could take
their advice or arbitration and the outcome
would be satisfactory.
Patient C.K.A. ’d after two interviews with the
case worker and was discharged unimproved.
He reapplied to the clinic on 11/30/48 and his
symptoms and strivings were of a similar na-
ture. Intellectually he seemed to admit that
his child interfered in his closeness to his
wife and his need to depend on her. He was
delaying having any more children until he se-
cured better living facilities
—
preferably his
own home. He found his landlady unbearable
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and had no freedom in the house to ’’putter
and bang things. ” The diagnosis was the
same as earlier and casework was again sug-
gested.
We see this case also illustrates frustration of depend-
ency needs with related physical disturbances and increase in
reactions to environmental stress. This veteran was unable
to go any further in treatment the previous time because of
his resistance to psycotherapy. He stated on return that he
felt no better. It would seem that the strain of his physi-
cal and emotional upsets in addition to the new environmental
difficulty in his home setting were the causes for his re-
turn. The goal was limited to supportive casework because of
patient’s resistance to treatment.
Case VI
Patient, a twenty-five-year-old single vet-
eran came to the Clinic in May, 1947, having
been referred by the Harvard Guidance Center.
He presented aches for periods in his legs,
chest, heart, teeth, head and feet. He had
a short time previously been diagnosed as
having colitis in a Veterans Administration
Hospital outside the state. He perspired
excessively and suffered from dizzy spells,
insomnia and occasional periods of depres-
sion. He had been hospitalized for three
months after his release from prison camp in
October, 1945 for malnutrition. He was doing
fairly well under Public Law 16 at L.C.B. where
he had enrolled in February, 1947. However,
he was concerned because he made more mistakes
than he should. His social activities were
limited to attending movie6 alone. Since an-
other clinic had expressed interest in persons
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with psychosomatic conditions he was referred
there.
In January, 1948 patient reapplied saying he
had received treatment and been discharged in
August, 1947. He had found himself '’slipping"
so decided to return here* His major com-
plaints at this time were inability to talk or
express himself, fear of an unknown thing, and
inability to mix socially on any level. He
was continuing his study of Electrical Engi-
neering at L*G*B* but found physics extremely
difficult although he had always liked arith-
metic. He was expected to pass his subjects
but was afraid to ask questions in class.
His parents were born in Russia and his sister
and two older brothers were too. Patient was
the youngest of four brothers and the sister*
His father operated a tailor shop but could
not conduct the business in English although
his mother could read and write it and there-
fore was in his ipinion better than his father.
His sister, who was forty-three years of age,
had been mentally ill in a hospital for years.
Patient’s relationships with his brothers,
with the exception of the one next to him, was
minimal, and he was threatened by their urg-
ings to socialize. This brother seemed to
understand patient and did not push him to
socialize. His parents were against his se-
curing: further education; his father did not
want to pay for his education and his mother
felt he should help in the store. Cultural
conflicts were clearly evident.
He presented a pathetic appearance during this
interview, had difficulty in expressing him-
self, was tense, completely introspective and
withdrawn. He perspired freely, his face
flushed and he had to lick his lips before
talking. He sat silently and smiled inappro-
priately. He was enough in touch with reality
to know he was lacking in his ability to get
along with people. The diagnosis was schizoid
personality with repressed hostility against
his parents and older brother. Treatment
recommended was supportive casework with enough
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reassurance and permissiveness to assist him
in expressing his hostility towards parental
figures and service experiences* Referral
to group therapy was also planned as patient
seemed ready for it*
Patient was discharged improved in June, 1948.
His marks had improved, he verbalized more
freely and he had more confidence in his abil-
ity to establish a relationship with the social
worker and group* He understood more of the
seat of his difficulty and a little about his
parent-sibling relationships. He felt he was
in need of an extended period of treatment and
planned to return to the Clinic when he re-
turned to L.C.B. in the fall* He did return
in October, 1948 with reference to similar
symptoms as above but seemed to have maintained
his earlier improvement. The treatment recom-
mendation was the same—supportive casework*
Detailed further planning was to be effected
le.ter as greater awareness of his ego strengths
and weaknesses was secured*
This case presents the schizoid personality formulated
early in childhood with its escaping and withdrawing features.
We readily see the interrelationship and reactive force of
traumatic experiences of various types (physical, emotional
and environmental) in this person. The environmental stresses
to which he was exposed in the family and in school inter-
woven with his own personality patterns created an exacerba-
tion of his emotional symptoms which was his reason for re-
turn
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Group II
Veterans Aged Thirty-Two to Forty-Three Inclusive
The following table shows the distribution by age, mari-
tal status, the number of reapplications, the average months
elapsing between applications and previous discharge and the
change in marital status,
TABLE VII
DISTRIBUTION BY AGE, MARITAL STATUS, NUMBER
OF REAPPLICATIONS, AND AVERAGE MONTHS
ELAPSING BETWEEN THE LATTER FROM DATE OF
DISCHARGE, AND ANY CHANGE IN MARITAL STATUS
Case Age
Marital
Status
Number of
Applications
Average
Months
Elapsing
Between the
Reapplication
and Previous
Discharge
Change in
Marital
Status
(Yes or No)
XI 32 Div. 3 1 Yes
XII 33 M 3 0. 5* No
XIII 34 S 3 3.5** No
XIV 37 M 2 3.5 No
XV 43 M 2 4 No
It is impossible to estimate this since there is no record
of group discharge. This number covers the number of days
between the first discharge and patient’s return. He last
reapplied on 13/17/48.
Patient was hospitilized from date of second discharge
(12/2/47) until May, 1948.
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As in Table I there seems to be a fairly even distribu-
tion in all factors except "months elapsing. " It is of sig-
nificance to note the smaller period of time in "months
elapsing" between this and the similar table for Group I.
The average lapse for the latter was six and six-tenths
months. For this group, it is two and three-tenths months.
Group II, the older veterans, therefore were unable to main-
tain themselves for as long periods as Group I after dis-
charge. One may assume then they were sicker veterans and
had less ability than Group I to tolerate any stresses.
Table VIII shows the chief physical complaints made by
the patients in the initial intake process, and Table VIII-A
shows the chief physical complaints made by the patients in
the last intake process.
With a few differences, these tables show principal
initial physical complaints compare in nature with those of
Group I (see Table II). They are gastrointestinal symptoms,
loss of weight, headaches, fatigue and bodily sensations.
There is a more marked decrease in the type and number of
physical complaints presented by Group II in their later ap-
plications than in Group I (see Table II-A). Principal com-
plaints for both groups remain similar; headaches, bodily
sensations and fatigue. They occur in twenty to forty per
cent of Group I but in forty to sixty per cent of Group II.
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TABLE VIII
CHIEF PHYSICAL COMPLAINTS MADE BY THE
PATIENTS DURING THE INITIAL INTAKE PROCESS
Somatic Complaints Number of Cases
Gastrointestinal 3
Anorexia 2
Loss of weight 3
Headaches 4
Concussion while in service 1
Low blood pressure 1
Hypoglycemia 1
Easy susceptibility to colds 1
Previous attacks of malaria 2
Foot trouble 2
Generalized Complaints
Fatigue 3
’•‘Bodily Sensations 5
Hand cramps when writing 1
*Bodily sensations includes pains and swellings
in the extremities, soreness in the back of the
head and neck and shoulders and chest, dull
feeling in the arm and over the heart, nausea,
facial grimacing, pulling of face, blurring of
the eyes and body tremors under pressure.
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TABLE VI I I -A
CHIEF PHYSICAL COMPLAINTS MADE BY THE
PATIENTS IN THE LAST INTAKE PROCESS
Somatic Complaints Number of Cases
Anorexia 1
Headaches 2
Teeth Decay 1
Generalized Complaints
Fatigue 2
•Bodily Sensation 3
•Includes pains and aches all over
the body, shivery feelings in the
chest, and throbbing in the tem-
ples*
Therefore, there is a higher incidence of physical complaints
in Group II* The distress which they inflicted on the pa-
tients were a cause in their need to return.
Table IX shows the chief emotional complaints made by
the patients in the initial intake process, and Table IX-A
shows the chief emotional complaints made by the patients
during the last intake process.
These tables emphasize existence for the most part of
emotional complaints in Group II as in Group I. The prob-
lems are of the same kind but there is a difference in the
manner and apparently the degree and amount of disturbance
in the group. Group I emphasized in its initial applica-
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TABLE IX
CHIEF EMOTIONAL COMPLAINTS MADE BY THE
PATIENTS DURING THE INITIAL INTAKE PROCESS
Number
Complaint of Cases
Number
Complaint of Cases
Mental Traits Sexual Adjustment
Tension 2 Fear of love 1
Lack of initiative 2 Fear of marriage 1
Lack of self-
confidence 3 Phobia
Irritability 2 Fear of high
Nervous 2 places 1
Restless 2 Fear of blood 1
"Worries*1 1 Fear of knives 1
Depressed 3
Stammers 1 Dreams
Inability to concentrate 2 Dreams (not
Foolish thoughts 1 nightmares) 1
Forgetful 1 Dreams of conglom-
Vague ideas of suicide 2 erated content 1
Feelings of persecution 2 Nightmares 1
Sensitive 1
Suppresses feelings 1 Social Adjustment
Fears being alone 1 Fear of crowds 1
Feelings of rejection 1 Difficulty in
Startle reaction 1 getting along
with people 2
Difficulty in
expression 1
Fear of Competition 1
tions problems of nervousness, irritablility
,
restlessness,
moodiness, jumpiness and startle reaction. Group II were
more concerned about lack of self-confidence, tension, lack
of initiative, depression, inability to concentrate, vague
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TABLE IX-
A
CHIEF EMOTIONAL COMPLAINTS MADE BY THE
PATIENTS IN THE LAST INTAKE PROCESS
Complaint
Number
of Cases
Number
Complaint of Cases
Mental Traits Makes things
hard for self 1
Tense 1 Inability to
Anxious 1 understand self 1
"Worries'* 1
Inability to reason 1 Social Adjustment
Wretched feelings 1 Inability to get
Restless 1 along with people 1
Deoressed 1 Fear of working 1
Easily moved to tears 1
ideas of suicide and feelings of persecution* They seemed
to be sicker veterans. There was a forty to fifty per cent
decrease in the number of complaints made by both groups in
the last applications but remained basically similar in type
and in their inference* They were sick people and these
symptoms were fundamental reasons why they returned for
treatment.
Table X shows the chief environmental complaints made
by the patients in the initial intake process, and Table X-A
shows the chief environmental complaints made by the patients
during the last intake process*
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TABLE X
CHIEF* ENVIRONMENTAL COMPLAINTS MADE BY THE
PATIENTS DURING THE INITIAL INTAKE PROCESS
Complaint
Number
of Cases
Number
Complaint of Cases
Family Social
Friction with father 1 No friends of
Friction with mother 2 opposite sex 1
Friction with brother 1 Overall poor gener-
Friction with sister 2 al relationships 2
Friction with wife 2 Avoids social
Friction wi th daughter 3 gatherings 1
Friction with other
relative 2 Job
Friction with father Friction with em-
substitute** 2 ployer 3
Friction with mother Friction with co-
substitute*** 2 worker 1
Ambivalent on job 1
Inability to do
former job 4
Some of the environmental complaints listed in this
and table following could be also delegated as emo-
tional items. However, they are referred to in
case records as environmental stresses which the
patient and agency saw as such and have been so
listed here.
**Stepfather
,
uncle or any person in the role.
***Aunt, stepmother or any person in the role.
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TABLE X-A
CHIEF ENVIRONMENTAL COMPLAINTS MADE BY THE
PATIENTS IN THE LAST INTAKE PROCESS
Number
Complaint of Cases Complaint
Number
of Cases
Family Job
Friction with daughter 1 Friction with
employer 4
Social Friction with
co-workers 2
Overall poor general Inability to
relationships 2 do job 2
The type of the environmental difficulties offered by
this group was the same as in Croup I. In the initial appli-
cations, the chief complaints fell in the areas of friction
with various members of the family constellation, particular-
ly a wife and a father-in-law; dissatisfaction with housing
conditions; and job difficulties, emphasized in employer and
co-worker relationships. There was a seventy-two percent de-
crease in the number of complaints in the last applications.
Friction with the family was markedly decreased but job dif-
ficulties continued to be a major source of concern for both
groups. A greater proportion of Group II, however, experi-
enced job disturbances. These complaints played a signifi-
cant role in the patient’s feelings of discomfort and need
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to again return for treatment.
Type of Treatment Requested
These five cases also in their initial applications
showed little specific awareness of the treatment they
wished. In two there was no evidence of any particular re-
quest. One felt a psychiatrist would help and another vet-
eran just asked for help. In his second return, the veteran
requested casework again with help in working out his mar-
riage problems as well as children’s problems. Another re-
quested group therapy he’d had before and in his third ap-
plication was desirous of help of any kind. There was also
a request for a psychiatrist by another and mention that he
discontinued treatment previously when he learned the ther-
apist was a caseworker. In his last application he speci-
fied no di sipline but wanted help with present reality prob-
lems and in plans for the future. A fourth veteran requested
an appointment with the caseworker and a fifth veteran asked
for help from someone from whom he could secure an under-
standing of himself.
In comparing these findings with those of Group I it
would seem the majority of veterans were vague in their
original requests for treatment but showed a better under-
standing of its meaning in later applications.
Table XI shows agency diagnosis and treatment recommended.
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TABLE XI
DIFFICULTIES ACCORDING TO AGENCY DIAGNOSIS
OF PATIENTS AND TYPE OF TREATMENT RECOMMENDED
Type of Treatment Recommended
Upon Application Number
of
CasesDiagnosis First Second Third
I Character and Be-
havior Disorder
A. Immaturity
Reaction
1* Passive
Dependency
Reaction
Psychi-
atrist
Intensive
therapy
Case-
work
Sup-
portive
1
2 , Emotional
Instability
Psychi-
atrist
Support
Group Case-
work
1
3. Passive,
Aggressive
Reaction
Case-
work
Suppor-
tive
Case-
work
Suppor-
tive
1
II Psychoneurotic
Disorders
A. Somatization
1. Psychogenic
Cardiovas-
cular Re-
action
Case-
work
Suppor-
tive
Case-
work
Suppor-
tive
1
Ill Psychoses without
Known Organic Etiology
A. Schizophrenic
Disorders
1, Schizo-
phrenic
Reaction
Latent
Case-
work
Suppor-
tive
Psychi-
atrist
Suppor-
tive
Case-
work
Support 1
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The significant factors which this table shows is the
frequency of diagnostic classifications and the type of
treatment recommended. The majority (sixty per cent) were
classified as character and behavior disorders. Fifty-seven
per cent of the seven applications from this group had case-
work treatment recommended.
These findings show a difference between Group I and
Group II in their diagnostic classifications. The majority
of Group I was found to have psychoneurotic disorders.
Casework, however, was the principal form of treatment sug-
gested in both.
Table XII shows the condition of the patients cn dis-
charge in the patient's and agency's opinion in the last two
applications. The significant factors which are brought out
in this table for Group II are the same as found in Table V
for Group I. There is an increase in the number of cases
discharged improved as well as an increase in the concur-
rence of the opinion of patient and the agency at the time
of discharge. In the first discharge sixty per cent of the
group were discharged improved. Twenty per cent of these
patients felt unimproved. In the second discharge forty
percent were discharged as improved and twenty per cent of
the patients concurred with this opinion. The opinion of
the remaining twenty percent was unknown since they C.K.A. 'd.
• * ;
,
'
.
•
.
.
.
. .. 7 3 . c
< <
.
'
1
* •
*
'
* <
«
.
.
. .
. : .1
TABLE XII
CONDITION OF PATIENTS ON DISCHARGE
IN THE PATIENT'S AND THE AGENCY'S OPINION
IN THE LAST TWO APPLICATIONS
Condition
Number
Agency's
Opinion
of Cases
Patient * s
Opinion
Improved
First Discharge 3 2
Second Discharge 2 2
Unimproved
First Discharge 2 1
Second Discharge 1
C.K.A,*"
First Discharge
Second Discharge
*C.K.A. means ceased keeping appoint-
ments without planning with the clinic.
’""‘There is necessarily duplication be-
tween C.K.A. and unimproved as perti-
nent.
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Case Illustrations
These are two cases selected to show some of the factors
charted as significant in the Group II patients. As in the
case illustrations for Group I, they are in no way meant to
be representative but general samples of the difficulties
which these patients present.
Again as in the previous illustrations they are offered
with emphasis on factors secured during the intake process,
the diagnostic evaluation and formulated plan of treatment
as well as the condition of the patient at the time of dis-
charge. The course of treatment is not included.
Case XI_
This 32 year old veteran applied to the
clinic in November, 1946 having been re-
ferred by the Outpatient Medical Department
of the Veterans Administration. His chief
complaints were; nervous stomach, nausea
and vomiting, terrific headaches, swelling
and aching in his feet and legs (diagnosed
by one doctor earlier as arthritis), fatigue,
inability to stand on his feet long, spasms
in his rectum, fits of depression, nervous-
ness and excitability, inability to concen-
trate, foolish thoughts, forgetfulness,
tension, and dreams about a conglomeration
of things. He dated their onset to service.
He said he was three or four years old when
his mother died of influenza and pneumonia.
His father supported him spasmodically for
a few years and was usually in and out of
the picture. Patient did not really know
him but thought he was easygoing and not
excitable. He married twice after the death
of patient's mother.
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Patient was the middle of three children and
seemed fonder of his older sister. He was
not too close to either as they did not grow
up together. He seemed to have a comfortable
financial background. He lived with his aunt
until he was ten years old, stayed for a
brief while with his stepmother and father,
then, because they did not want him, spent
the remainder of his years in a home or with
relatives. He felt neglected and '‘worked"
by his aunt and often thought of running a-
way. His sisters were both college graduates
and patient only a high school graduate al-
though he had wanted an education. He mar-
ried at twenty-three years of age but di-
vorced his wife for infidelity when their
daughter was 1 year old. The daughter was at
present in a boarding home under the Catholic
Charities Bureau. Patient was now studying
accounting in a university. He was working
at checking and clerical work but there was
constant friction with his boss. Patient was
now going with a girl but felt he was unable
to consider marriage.
The diagnosis was character and behavior dis-
order with a passive dependent reaction. He
was avoiding marriage because of the responsi-
bility of it. He was also ambivalent about
whether he wanted love or not. Intensive
psychotherapy was suggested because of the
deep seated conflict.
A Rorschach test was given which offered a
picture of an emotionally immature individual
who felt threatened by instinctual drives and
had a low tolerance for emotional situations
in the environment. It was felt he managed
for the most part to control these drives and
made an effective adjustment to the environ-
ment after an initial period of disorganiza-
tion. Early history features were predomi-
nant but the quantitative relationships of
the factors in his record approached but did
not assume the dimensions of a full blown
neurosis. There was no evidence of brain
damage.
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Patient was treated on an exploratory and
clarifying basis by a psychiatrist until
June, 1947 when he was transferred to a
caseworker because it was believed that
one could better explore his relations with
women.
Patient was discharged in August, 1948 as
it was believed his dependency needs were
insatiable and it might help him transfer
his dependency feelings to his wife (he
married during the course of treatment).
Patient resisted termination commenting
’’guessed I was making strides but was kid-
ding myself. ” The agency felt he had im-
proved, his symptoms were considerably
lessened in force and although he complained
of feeling badly, he didn't list his com-
plaints or dwell on them to any extent. Al-
though he was still an extremely passive,
dependent person, he now understood himself
better and was making a much better social
adjustment in his personal and family rela-
tionships and decisions.
Patient returned in September, 1948 com-
plaining of terrific headaches, insomnia,
anorexia and bodily aches. His wife was
pregnant and he was growing more irritable
with the rushing around it required—he was
fixing his apartment. He worried about hav-
ing enough money to afford a baby and when
he should plan to have Carol, who was with
him weekends home completely. He was irri-
table on the job. He requested help of the
caseworker in working out these problems as
well as future plans for Carol. The diag-
nosis was the same as earlier and casework
of a supportive nature was suggested.
This case illustrates a veteran with strong dependent
needs and emotional instability which are reactivated and
aggravated by environmental stresses of a family or physi-
cal nature. His first discharge was an attempt to encourage
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more self-sufficiency in his own environment. He needed to
return because his ego strength wa6 not sufficient to handle
the interactive forces of his own emotional upset and envir-
onmental stresses in the family and on the job. The strain
provoked physical symptoms. Casework will offer support and
reassurance of his manliness which he feels is threatened
under stress.
Case XIII
Patient, a thirty-four year old single vet-
eran, applied to the agency in July, 1947
on referral from the Outpatient Medical De-
partment of the Veterans Administration.
His complaints were a dull feeling in the
arm and over the heart, susceptibility to
colds, malaria attacks, gastric distress,
nausea, suppression of feelings because he
felt people would think he had a persecution
complex, sensitivity, depressions and dis-
couragement with thoughts of suicide. He
dated their onset to a mild concussion on
Guadalcanal but felt they had increased af-
ter malaria attacks.
He was hospitilized for seven weeks for
malaria and nerves on an open ward in serv-
ice and received medication.
Patient said that his mother had died in a
state hospital 5 years ago but he had never
known her. His father died when he was
small. Patient was always boarded out. He
lived with his grandmother until 5 years of
age, was then in a home and returned to
live with his grandmother from the age of
nine to 15 years of age when she died. He
always considered himself the black sheep
of the family, and always felt rejected.
Prior to service, he had successfully main-
tained himself, but always lived alone.
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Although he worked steadily, he considered
the jobs inferior. He had never married be-
cause of ’’circumstances" and was disgusted be-
cause he lost so many jobs. He was now work-
ing as a mail carrier. His oldest brother was
a psychiatrist in New York but patient did not
feel close to him and considered himself re-
jected. He did net want medication.
The tentative diagnosis was psychoneurosis,
psychogenic, asthenic reaction. It was felt
he had much more severe anxiety symptoms previ-
ously and that his service experiences had re-
activated many strong feelings of rejection.
Casework on a supportive level was suggested
with relief of environmental stress.
Patient was discharged on 11/13/47 as improved
in both his and the agency’s opinion. He felt
better and although he had lost his job, did
not feel he wished any more treatment. He was
participating in more social activities. He
felt he would seek treatment from his own doc-
tor. The agency felt he showed improvement in
hi 8 emotional behavior during the interview,
was not as easily moved to tears, and his habit
of pinching his eyes as he talked disappeared.
A question was raised as to his treatability on
a casework level because of his age, chronic
symptoms and apparent inability to form rela-
tionships. He had had many contacts with other
social agencies.
Patient reapplied on 11/24/47 requesting hos-
pitalization because he felt he needed a rest.
He had secured a job, suffered a chill while
working and had a funny pressure on top of his
head. He had become hysterical after his
third attack of chills and had consulted a
doctor who provided quinine. He found it an
effort to think, was lonely and didn’t trust
people. He presented these symptoms with
facial grimacing, downcast eyes, continual
pulling at his face.
There was a tentative diagnosis of depression
as a result of anger and guilt turned inward,
or schizophrenia. Patient requested treatment
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from a psychiatrist and brought out he had
discontinued treatment when he learned the
therapist was a caseworker. Treatment with
a psychiatrist on a supportive level was
suggested. Patient broke treatment after
one interview and it was learned that he had
entered the hospital.
Patient reapplied in October, 1948. He had
been discharged from the hospital in May,
1948 where he had had intensive explorative
psychotherapy. His complaints were restless-
ness, wandering of the mind, tension and de-
pression over loss of his job. He felt he
had gained some understanding of right and
wrong while in the hospital, was less shy
and was a little more aggressive.
He had worked from June to September, 1948
but left the job because the boss watched
him too closely. He was "nerved up" and
afraid of what would happen if he told how
he felt. Although he was having dates, at-
tending dances and accepting weekend invi-
tations, he did not feel he had any real
friends. He was waiting for a job at the
post office. Patient requested help for
his tension and was ashamed that he was un-
able to apply the understanding that he had
gained in the hospital of himself. He asked
for help with present realities and plans
for the future.
The diagnosis was latent schizophrenia, and
supportive casework to relieve reality anx-
iety recommended. A worker whom he had
formerly known in the hospital was suggested
to avoid any increased feelings of rejection
by the doctor he had known in the hospital.
Patient had sought this doctor on occasion
a.nd he was to be no longer available. In-
definite supportive care was felt necessary
to help him avoid hospitilization. It was
felt possible in view of his condition that
he might be unable to sustain any relation-
ship indefinitely and might have to reject
himself.
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This situation illustrates a deep-seated personality
pattern of a passive dependent, suspicious person whose
deep-seated feelings of rejection impair any "complete” ad-
justment with every day relationships. He needed to return
to the clinic because the support he had last gained from
treatment in the clinic and later in the hospital could
maintain him only for a period. The continual emotional
upset within himself and the interactive environmental
stresses in his social, family and job contacts provoked
the physical and emotional symptoms for which he sought
treatment. His unhappiness is intense and the benefits of
an interested person are obvious. His longtime need for
care, to the degree he will accept it, seems clear.
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CHAPTER IV
DISCUSSION OF DATA
From the material presented by these two groups, we
find similarities in the various aspects of their problems
which caused these patients to return but we also find some
differences.
There is a common opinion that the older veteran found
his war service more traumatic than the younger man. This
would imply that more older veterans may be in need of psy-
chiatric treatment than younger veterans. Although the
cases were selected in a random sampling, sixty-three per
cent fell in the range of ages from twenty to thirty years
of age (Croup I). Thirty-three and one-third per cent fell
in the range of ages from thirty-two to forty-three years
of age (Group II). The majority, therefore, of the return-
ees were found in this study to be younger men. Although
one cannot take this finding as conclusive proof, it may
give some indication that the above mentioned common opinion
cannot hold on the basis of age alone.
There were some differences in the marital status of
the two groups on first application which is shown in Tables
I and VII, The principal difference was that sixty per cent
of Group I were single on first application but only twenty
per cent of Group II were. This difference changed at the
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time of their last application, however, as seventy per cent
of Group I were married and eighty per cent of Group II were.
There are little conclusions which can be drawn from these
findings. One would ordinarily expect more single men in a
younger group and an eventual change of marital status.
Group I seemed to follow a normal life pattern in this res-
pect in spite of their need for treatment.
The average number of applications per veteran for the
entire group was three. In the number of months elapsing
between discharge and reapplication there were seventy per
cent who fell in the range of one-half to two months; sixty-
three and two-third per cent fell in the range of three to
six months; and thirteen and one-third per cent in the
range of ten to twenty-one months. The second group fitted
into the shorter periods of the twenty per cent and the
sixty-three per cent group. This would seem to indicate
that the older veterans (Group II) had to return more often
for treatment. One cannot overlook, however, that there
were less of the older group which showed itself in the
selection.
This may indicate at least that we can expect that a
"usual returnee" will reapply to the clinic within a period
of four months.
Tables II and II-A and Tables VIII and VI II -A show that
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both groups presented physical disturbances which were of
minor or major significance in the causes for their return.
The chief physical complaints of both groups in the
initial application fell into the categories of gastrointes-
tinal symptoms, anorexia, headaches, bodily sensations,
fatigue, insomina and loss of weight. They were evident in
thirty to seventy per cent of Group I and in forty to one
hundred per cent of Group II. There was a marked decrease
in their evidence in both groups in their last applications.
Principal complaints then which played a part in their need
to return were headaches, bodily sensations and fatigue.
They existed in twenty to forty per cent of Group I and in
forty to sixty per cent of Group II. Group II therefore
found them a greater problem.
Further breakdown and comparison of these and other
symptoms is rather clear in the tables and in the comparison
of the groups after Table VIII-A. The minimal evidence of
organic disease per se is also supported. The higher pro-
portion of these symptoms in the older group would seem to
indicate either less ability to tolerate inner or outer
stresses or exposure to greater stress. These cases indi-
cated deep seated origins which would support a greater pre-
disposition to illness.
Their existence and decrease in severity in succeeding
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applications would seem to support:
The purely psychosomatic symptoms function
in precisely the same manner. The same reversal
of role which is seen in conversion symptoms is
evident in the psychosomatic states where the
individual attributes his anxiety to his symp-
toms, rather than vice versa and worries because
he is ’’sick. " The difference lies in the fact
that the involved structures are innervated by
autonomic nervous system. The emotional origin
of most of the symptoms lies in anxiety. This
is true of sweating, the nocturia and frequency,
the dry mouth and dilated pupils, the rapid pulse
and pounding of the heart, the diarrhea... Some
of the symptoms, however, are due to repressed
hostility. These include headaches, hypertension,
vomiting and abdominal cramps... It must be em-
phasized that anxiety and hostility have a common,
undifferentiated origin and therefore affect some
organs in the same way. The gastric disturbances
and dyspepsia, on the other hand being a perver-
sion of the normal responses to hunger, appear to
represent a somatic expression of a hunger for
more love and care...
Psychomatic symptoms ... substitute for
conscious anxiety, deceive the ego and at the same
time accomplish a wishdrawl from the anxiety sit-
uation, since, if the symptoms are severe enough,
the individual cannot carry on his duties. Fre-
quently withdrawal does not take place, either be-
cause the superego continues to demand more or be-
cause the external authorities will not allow it. 1
Ross supports a similar point and clarifies:
It may be repeated here that local symptoms
are all those which may occur in any one of us as
an emotional reaction. It is notorious that each
of us reacts to emotion specifically to ourselves,
rather than the emotion. Thus one person who is
worried may go off his sleep, another will lose
1 Roy R. drinker, M.C. and John P. Spiegel, Major,
M.C.
,
Men Under Stress
.
p. 140.
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his appetite, another will feel very tired, etc.
None of us shows all the possible reactions which
we might. We shall not expect our patients to
show all the possible symptoms. 2
It would seem then that physical complaints frequently
exist in emotional disturbances, and can be assumed to be
manifestations of the veterans’ illnesses and pla.y a part in
their need to return. The degree of severity, incidence or
frequency is individual as well as related to the severity
of the illness, although there is a general undertone of
similarity. We may say that a knowledge of the physical
distresses of an applicant is a guide in diagnosis, the res-
ponsibility for which rests with the psychiatrist. However,
it would necessarily be meaningless without consideration of
other dynamic factors.
As Tables III and III-A and IX and IX-A indicate, there
was a variety of symptoms of an emotional nature brought by
the patients in the initial contacts and these have been
tabulated. There was a maximum of thirty-three different
types of problems in this area, and although they are inter-
related, it was felt with a few exceptions that for the sake
of clarity, the problems would be tabulated as close as pos-
sible to the patient's expression of his concern so that we
might more easily see his fears and disturbances as he did.
2 Ross, op . cit.
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Thirty percent of Group I suffered from restlessness,
nervousness, irritability, moodiness and startle reaction.
Twenty per cent of the same group also offered upsetting
conditions such as tension, jumpiness, depression, day-
dreams, a.nd loss of speech during excitement. There was a
scatter among other symptoms which covered various fears in
the areas of dreams, verbal, visual, memory and thought dis-
turbances, sexual inabilities, rigidities, different aspects
of their relationships to people or groups of people and
their own self-integrity.
Sixty per cent of Group II emphasized their lack of
self-confidence and depressed feelings while forty per cent
dwelt on tension, lack of initiative, irritability, rest-
lessness, inability to concentrate, inability to establish
adequate relationships, vague ideas of suicide, and feelings
of persecution. The scatter of remaining symptoms appeared
similar to that of Group I.
Although presented differently, to a degree the under-
lying aspects of the problems pointed to the same thing.
They were all unhappy, uncomfortable and very disturbed peo-
ple.
In reapplications it seemed the majority of the cases
in both groups placed greater emphasis on their emotional
disturbances as causes for return since it was this area
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which provoked disturbances in the other.
Environmental problems were a major concern to all the
veterans as is shown in Tables IV, IV-A and X, X-A. The
principal difficulties in both groups were found in family
settings, in housing conditions, in jobs and in school and
had a dynamic part in their need to return for treatment.
There was a greater scatter of complaints in Group I than in
Group II.
In Group I, eighty per cent found difficulties in their
job which included poor co-worker relationships, poor wages,
concern about meeting the requirements of the job and unem-
ployment. Twenty to sixty per cent offered friction with
one or two parents and a wife, dissatisfaction with housing
conditions, and school problems which involved some inability
to perform.
In Group II, one hundred per cent had job difficulties
which were similar in nature to Group I but included an ad-
ditional aspect; a poor employer relationship. Forty per
cent had friction in the family constellation similar to
Group I but were additionally under stress with their chil-
dren or siblings. This group differed from Group I in that
they had no housing or school problems.
In reapplications there was a marked decrease in the
number of difficulties in the family constellation. Job
,
.. r , j I . > j: " >i .
. «
’
*
<
J:
>\ :
..... -
•'
o
'•1.
• ) y . J
.... .....
*
'
-1 1 . .:. < -I - i . •
.
.
disturbances continued to be a major strain for both groups
but had a higher incidence in Group II. On an overall basis,
Group II seemed to find their environmental problems a great-
er strain. It is difficult to evaluate this other than that
the person's ability to tolerate stresses increased or de-
creased in proportion to his emotional and physical disturb-
ances. Their existence, however, did disturb the patient
and were important reasons in their need to return.
There was a decided difference in the diagnostic class-
ifications of both groups which is shown in the comparison
at the end of Table X. The majority (fifty per cent) of
Group I fell in the psychoneurotic disorders. The majority
(sixty per cent) of Group II fell in the character and be-
havior disorders. Casework of a supportive or clarifying
nature was the most frequently recommended type of treat-
ment. As explained in Chapter II, the type of treatment is
based on the goal set in each case. In the most recent
applications of the entire group, casework was suggested in
nine cases. It is safe to assume that these nine can only
use help to maintain their present level of adjustment.
Undue stress of a new or old pattern within or outside the
individual may necessitate his return.
The comparison of the two groups after Table XII shows
the majority (sixty per cent) were discharged improved
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after a period of treatment. There was a significant pro-
portion of these veterans who, however, felt unimproved.
There were several factors which seemed to play a part in
this difference of opinion. They were centered chiefly
around the difference of goals set by the agency and the
patient. It may be the patient hoped for a complete cure
which in light of his difficulties and his prognosis would
not seem possible. The reason for the remaining number
being discharged unimproved were principally because they
withdrew or C.K.A. 'd. We might imply from this that they
were not ready for treatment or were threatened by the
process. This therefore played a significant role in
their need to return later.
There was an increase in the concurrence of the agen-
cy's and the patient’s opinion about his condition in later
discharges as well as in the number discharged improved.
However, it was felt in all any new inward or outward stress
would necessitate their return.
Although the majority dated the onset of their illness
to time of service, evidence of their predisposition to
illness was secured from material which they spontaneously
introduced about earlier behavior patterns or activities
as well as from the current, dynamic structure of the per-
sonality in relation to their environmental problems.
Selective psychological tests usually reinforced these
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impressions
We can see then
—
When combat experiences had more significant
symbolic unconscious meaning in terms of
earlier personality difficulties the patient
proved refractory to brief treatment. Neu-
rotic decompensation continued and gradually
as anxiety was converted into fixed symptoms
the picture became more chronic.
3
3 Arthur F. Valenstein, M. D. , "Problems in the
Treatment of the Neurotic Veteran," The Journal of Nervous
and Mental Disease
.
Vol. 108, No. 3, Sept. 1948.
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CHAPTER V
SUMMARY AND CONCLUSIONS
The writer has attempted to determine what problems
were presented by returnees in their initial applications
to the clinic, how the agency saw the problem and what the
differences were in their viewpoints. Fifteen cases of
twenty-five veterans who reapplied in a period of six months
and were referred for casework were studied. Ten of the
cases fell within the ages of twenty to thirty years and
five cases fell within the ages of thirty-two to forty-three
years. In the opinion of this writer, this seemed signifi-
cant and evidence found in these two groups were presented
separately for the purpose of comparison.
Since the Clinic was organized and set up for the pur-
pose of providing treatment facilities for those veterans
with emotional and personality difficulties incurred in or
aggravated by their service experiences, there was a simi-
larity among the difficulties presented by these veterans
in the two age groups.
Most of the veterans presented problems of intrapsychic
conflict, environmental stress and physical disturbances.
They had to return because they were unable to achieve a
satisfactory adjustment in their everyday life with them-
selves or others. Among the difficulties presented by these
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patients, the chief complaints made at the time of applica-
tion and reapplication can be considered the main reasons
for their seeking help* Chief physical complaints were
gastrointestinal symptoms, headaches, bodily sensations and
fatigue. Chief emotional complaints were restlessness,
nervousness, irritability, depression and feelings of inade-
quacy and frustration. The other difficulties, classified
as environmental stresses, included problems in family re-
lationships, in housing conditions, and in school and job
adjustments. Some aspect of most of these was presented by
each veteran. In some instances, they were new problems in
reapplications but for the most part were longstanding com-
plaints. The older veteran seemed more distressed in these
complaints.
Character and behavior disorders and psychoneurotic
disorders were the most frequent diagnoses. Six were diag-
nosed as psychoneurotic disorders, six as character and be-
havior disorders and three as psychoses without known eti-
ology. Their symptoms were considered by the agency as ex-
pressions of their illness. The most frequent type of case-
work recommended was casework.
The majority of the patients were discharged as im-
proved; however, it was expected that they would return if
undue stress was experienced by them either within them-
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selves or from their environment.
It was clearly evident in this study that the amount
of stress did not necessarily correlate with the severity
of the disturbance. The depth of the original personality
difficulties determined the veteran's ability to withstand
outer pressure. The physical and environmental stresses
offered during intake were very often largely provoked by
the veteran's feeling of inadequacy and frustration. In
the opinion of this writer this would seem supported by the
fact that the veteran's emphasis of them as problems seemed
to fluctuate with his own feelings of comfort.
Psychiatric literature maintains that mental illness
in the civilian population may fit into similar classifica-
tions as found in this group. It also maintains that the
veteran who is mentally ill is so because of his experiences
in war and later in his adjustment to civilian living.
These had such an effect upon him because of his emotional
predisposition to illness. He differs only from the emo-
tionally ill person in the civilian population in that the
stress he experienced was different. One cannot overlook
either that the problems which he presented in these appli-
cations were similar to those presented, according to psy-
chiatric literature, by mentally ill persons as a whole.
The precipitating incidents only were different.
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In the writer's opinion based on this study it can be
said that there is a greater proportion of younger men in
need of treatment but the older veteran seems to present
less tolerance under stress. The number of applications
and reapplications from the latter group were less than the
number in the younger group. The fact that the older group
received and needed longer periods of treatment cannot be
overlooked. There was a higher percentage of the younger
group discharged as improved but there was also a higher
percentage of breaking of treatment. This may be due to
earlier stated reasons of desire for a magic cure or fear
of the process. It may also be due to "youth's desire to
stand alone." Its specific cause can only be determined
through a study directed in this area. The majority of the
entire group of veterans in successive applications dis-
played a more specific awareness of the treatment which
they wanted and needed. Medication requests were minimal.
This seems significant.
In conclusion, the problems which the veterans of this
study presented were principally focused in their present
situation and contained interrelated physical, emotional and
environmental elements. These necessarily colored their re-
lationship with themselves as well as other people and it
was the mounting anxiety which this provoked that led them
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to seek treatment. It would seem that all of these veterans
had a type of illness that would necessitate their return to
clinic if any new stress should impair the strength which
they had gained from treatment, although they may have been
discharged improved.
The writer believes that this study could well form the
basis for a further study of returnees to all disciplines in
the clinic to determine if the patterns in this group are
typical of all veterans who need to come back for treatment.
It is only then that collective criteria may be formulated
on a total basis for guide in treatment of returnees.
Approved,
Richard K. Conant
Dean
*.
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APPENDIX
SCHEDULE FOR REVIEW
I. IDENTIFYING MATERIAL
A. Age (in yrs. and nos.) on first applico.tion
Age (in yrs. and nos.) on second application
B. Nationality
C. Race
D. Religion
E. Marital Status
F. Date of First Application
G. Date of Second Application
II. PR03LEM
A. As presented by patient on first application
PHYSICAL
EMOTIONAL
ENVIRONMENTAL
TYPE OF TREATMENT REQUESTED
B. As seen by the agency on patient's first application
PHYSICAL
EMOTIONAL
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ENVIRONMENTAL
TREATMENT RECOMMENDED
G. Problems as seen by agency on patient's return
PHYSICAL
EMOTIONAL
ENVIRONMENTAL
TREATMENT RECOMMENDED
H. Differences between A B C D F G
SAME BASIC CAUSE
COMPLETELY DIFFERENT NEUROSIS
NEW FACTORS RELATED TO THE SAME CAUSE
THEIR INDICATED RELATIONSHIPS TO E
NOT PERTINENT (cannot be considered related
to the new problem)
OVERLOOKED PREVIOUSLY (pertinent to the last
problem but not con-
sidered)
PERTINENT (related to the present problem)
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